Introduction
Hodgkin's disease is relatively rare, accounting for only 0.7% of all UK malignancies in 1985 (excluding skin cancers) (1) . The peak incidence is in young males with a male to female ratio of near 2:1; it therefore regularly presents amongst service personnel (2) .
Since 1977 all British Army personnel with Hodgkin's disease have been referred to the Queen Elizabeth Military Hospital, Woolwich (QEMH)*. Treatment is planned after presentation at the Joint Oncology Clinic at the Westminster Hospital, London. Radiotherapy, when indicated, was given at the Westminster Hospital, with all other treatment given at theQEMH.
Materials and Methods
A review of the case notes of all Army serving personnel attending the QEMH with Hodgkin's disease between 1 January 1977 and 31 December 1987 was attempted.
Of the 70 patients that were identified on a coding based search by Department of Medical Statistics (D Med Stats), Stanmore, notes could be found for 67; these were found either at QEMH, at Army depots in London, the Department of Health and Social Security War Pensions Office (DHSS) Depot in Blackpool or on microfilm at D Med Stats at Stanmore. Three sets of notes could not be traced: one set had been irretrievably lost in the United States (USA) and the others could not be traced at Army depots or by the DSS.
All demographic and clinical data reported were obtained from the retrieved case notes, initially in 1990 and again in 1994.
Results
There were 66 males and 1 female. Forty eight (67%) were aged between 16 and 30, while 1 patient presented in his sixth decade (Table 1) . Most patients presented, in the large Army Garrisons in the United Kingdom and British Army of the Rhine, with very small numbers presenting in other theatres (Table 2) . Fifty patients presented with painless cervical lymphadenopathy. Other presentations included cough and hilar lymphadenopathy found on routine chest X-rays ( Prior to 1985 and the introduction of CT scanning, 23 patients had a staging laparotomy; after this date, the procedure was not used. Only 6 laparotomies altered disease staging; one by down-staging and 5 by up-staging. However, 4 patients developed significant complications from the surgery ( Table 4 ). In 10 of the 67 patients the grading of the malignancy was altered as a result of review at the AHR (9 cases) or review by a member of the British Lymphoma Panel (1 case). Nodular sclerosing disease was the commonest histological type, and half of the patients were stage 3 disease on diagnosis, with 43 patients (64%) having advanced disease (stages 3 and 4) ( Table 5 ). Night sweats, fever and weight loss (B Symptoms) were found in stages 2 to 4 and in all histological types, the frequency increasing with aggressive histology and grade (Table 6) .
Radiotherapy alone was the only treatment given for 12 patients with stage lA and HA disease and one patient with stage IlIA disease. It was also used for consolidation after chemotherapy in a further 12 patients.
From 1977 to 1987 several chemotherapy regimes were used, reflecting the current practice of the Westminster Hospital Cancer Centre, with whom the patients were discussed. Initially MOPP (mustine, vincristine, procarbazine and prednisone) was used as the primary chemotherapeutic regimen. From 1982 to 1985 this was combined withABVD (adriamycin, bleomycin, vincristine and dacarbazine) in alternating courses and from 1984 onwards CHLOROPP (Chlorambucil, vincristine, prednisone and procarbazine) alternating with ABV (adriamycin, bleomycin and vincristine), was introduced (Table 7) . A complete remission was achieved in 53 patients (78%) with 7 having progressive disease. All patients treated with radiotherapy alone had a complete remission, and as expected there was a much higher incidence of only a partial remission or ongoing disease with a higher stage of disease, with half the patients with stage 4 disease responding in this way (Tables 8,9 ).
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Of the 25 patients who received radiotherapy, 4 developed minor complications: I patient with dysphagia and radiation pneumonitis, 1 each of radiation arachnoiditis and dysphagia (all of which settled in 6 months), and one case of constrictive pericarditis presenting 6 years later needing pericardiectomy. Of the 53 patients who received chemotherapy, bone marrow suppression was the commonest complication, sufficient to delay the next course of chemotherapy on at least one occasion in 10 patients. Other complications included parathesiae from vinca alkaloids (vinca neuropathy) in seven patients, and severe and intractable vomiting. In all, 21 patients had a total of 24 complications. Of the 25 patients who had MOPP alone or in combination 16 (64%) had a total of 19 complications recorded, whilst of the 25 patients who had CHLOROPP alone or in combination a total of 5 patients (20%) had one complication recorded each.
Seven patients who did not achieve a complete remission after the initial treatment went on to receive further chemotherapy, 5 died, 1 is alive, and 1 is lost to follow-up. Of those who died, 4 did so in less than 2 years. A total of 31 patients (46%) have had a relapse at some time. Twenty two patients (71 % of those relapsing) had a relapse in the first two years after finishing the primary treatment (including all those who died of the disease), whilst 5 patients relapsed 5 or more years after finishing the primary treatment. In all, 18 patients have had only one relapse in the study period. Six have had 2, 2 have had 3 and 4 have had a total of 4 relapses. One patient had a total of 5 documented relapses before dying of the disease (Table 10) .
Thirteen patients died (19%) with a disease specific mortality of 9 (13.5%). The other deaths were one patient who died during thoracotomy for mediastinal lymphadenopathy noted on chest X-ray, one suicide whilst undergoing investigations for a possible relapse (which were negative), one carcinomatosis from an unknown primary and one patient in whom the cause of death is not known. (Table 11) .
Twenty four patients were lost to follow-up from QEMH by 1994; 4 were medically discharged from the Army, the others were either transferred to other hospitals for specialised treatments and continued follow-up there, or were followed-up at their local civilian hospital on leaving the Anny. Of the 67 patients whose notes were studied 13 have died, 33 are alive and the status of 21 is not known. Of those alive none have any active disease.
Discussion
This paper reviews retrospectively the investigation and treatment of Hodgkin's disease at the QEMH over a ten year period with a 7 year minimum follow-up. The series is small as it is restricted to Anny personnel, and is also almost exclusively male.
Comparisons have been made with other published series. The distribution of the presenting symptons does not differ materially from that found by others with the characteristic dominance of painless cervical lymphadenopathy (1,7). Interestingly, 2 asymptomatic patients were picked up for further investigation by a routine chest X-ray at Anny medicals.
Staging protocols are well described and fairly unifonn (2, 3, 4) : those used during the ten years of this study do not differ greatly from other published protocols. During the period under review new technologies were developed and introduced bringing changes such as the move from lymphangiography and gallium scanning to CT scanning seen in this review. The analysis into the different stages and grades of malignancy does, however, differ from other published series in having more patients with advanced disease (stages 3 and 4) -64% as compared to 51 % (1,3) .
Staging laparotomy was introduced in the 1960s to facilitate the assessment of infradiaphragmatic nodes and extranodular spread in the liver and spleen. It was phased out in the late 1970s and early 1980s (1, 5, 6) as noninvasive imaging became more reliable and accessible. Also, it became apparent that there was a significant morbidity (16% in this series) and a detectable mortality in other series, whilst in only a minority of cases did it give clinically significant information which decided the stage.
Through a close relationship with a recognised Cancer Centre using a Joint Oncology Clinic, patients who presented in small numbers received the current treatment. During the 1980's there is in this series, as elsewhere, a move away from the earlier chemotherapeutic regimen of MOPP and its variants to the more recent CHLOROPP regimen and its variants (5, 8, 9, 10) . This move was driven by the need to develop a regimen which was as effective as MOPP but less toxic.
Fifty two patients (78%) had a complete remission on primary treatment, which is comparable to that reported in other series (l,3,5,6). However, 31 patients (46%) followed up for three years or more in this series suffered a relapse, which is slightly higher than the usually reported figure of 35-40% (1,5); although almost all the patients were male, which is an adverse prognostic factor for relapse (5, 7) , and there was a higher than customary percentage of patients with advanced disease. The basic oncological dilemma of balancing toxicity against effectiveness is seen here where MOPP, although much more toxic, has significantly fewer relapses than CHLOROPP. Although the great majority of relapses occurred in the first two years after the end of primary treatment, some occurred more than 5 years after, in common with other published series (7, 11, 12) . This has clear implications for the length of time these patients need to be followed up and also indicates the need for a high index of suspicion of relapse even though the patient may have had an apparently successful course of treatment more than 5 years before.
The disease specific mortality in this series is similar to that in others with a similar length of follow-up (1,7), although it is known that disease-specific mortality can slowly increase for up to 15 years after diagnosis (1).
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This review reports the results of and changes in the investigation and treatment of Hodgkin's disease in British Army personnel in the ten years 1977 to 1987. The changes were concurrent with those in civilian clinical practice and the results are comparable to those reported in other similar series.
